Ankle-brachial index (ABI) is an accurate tool to diagnose peripheral arterial disease. The aim of this study was to evaluate whether ABI is also a good predictor of renal outcome and cardiovascular events in patients with chronic kidney disease (CKD). We enrolled 436 patients with stage 3-5 CKD who had not been undergoing dialysis. Patients were stratified into two groups according to the ABI value with a cut point of 0.9. The composite renal outcome, including doubling of serum creatinine level and commencement of dialysis, and the incidence of cardiovascular events were compared between the two groups. After a median follow-up period of 13 months, the lower ABI group had a poorer composite renal outcome (OR = 2.719, P = 0.015) and a higher incidence of cardiovascular events (OR = 3.260, P = 0.001). Our findings illustrated that ABI is a powerful predictor of cardiovascular events and renal outcome in patients with CKD.
Introduction
Chronic kidney disease (CKD) is a growing health concern worldwide. According to several epidemiologic studies, the prevalence of CKD ranges from 11.9% to 16 .2% in different countries [1] [2] [3] [4] . CKD is associated with high cardiovascular mortality [5] , which is the leading cause of mortality in many developed countries. Furthermore, many patients with CKD develop end-stage renal disease (ESRD), which is a tremendous burden on health care systems [6] . Thus, simple and effective methods are required to identify such high-risk patients and to prevent them from developing cardiovascular events or ESRD [7] .
The ankle-brachial index (ABI) is a good tool to evaluate systemic atherosclerosis [8] and the outcome of cardiovascular disease. An ABI less than 0.9 is highly sensitive and specific for the diagnosis of peripheral arterial occlusive disease (PAOD) [9] , which is a prominent risk factor for ischemic heart disease and cardiovascular mortality [10] . The aim of this study was to evaluate whether low ABI is a good predictive factor for determining renal outcome and cardiovascular events in patients with CKD.
Material and Methods

Study
Population. This prospective observational study was conducted between October 2008 and January 2010 in a tertiary referral center. We enrolled patients older than 18 years of age with a GFR of less than 60 ml/min/1.73 m 2 , as calculated by the modification of diet in renal disease equation. Patients undergoing renal replacement therapy or 2 The Scientific World Journal those who had undergone renal transplantation or bilateral leg amputation were excluded from the study. The study protocol was approved by the Institutional Review Board of our hospital. All participants provided written informed consent.
ABI Measurement.
After enrollment, the subjects' ABI was measured at the outpatient clinic. Measurements of ABI were obtained using an ABI-form device (VP1000; Colin, Komaki, Japan), which automatically and simultaneously measures blood pressure in both the arms and the ankles by using an oscillometric method. The ABI was calculated as the ratio of the systolic blood pressure of the ankle to that of the arm. The lowest ABI obtained from either leg was taken as the patient's ABI value. The ABI measurement was done once in each patient.
Collection of Demographic and Laboratory
Data. Demographic data, including age, gender, diabetes mellitus status, hypertension status, and use of prescribed antihypertensive agents, were obtained from the patients' medical records. A patient was considered to have hypertension if the systemic blood pressure was more than 140 mmHg or diastolic blood pressure was more than 90 mmHg or if the patient was currently using antihypertensive agents. A patient was considered to have diabetes mellitus if the fasting blood sugar was more than 7 mmol/L or if the patient was using oral antidiabetic agents or insulin. Systemic blood pressure, diastolic blood pressure, pulse pressure, and body mass index (BMI) were recorded during the same visit when ABI was measured. The BMI was calculated as the ratio of the body weight in kilograms to the square of height in meters. Laboratory data, including levels of serum albumin, cholesterol, uric acid, calcium, phosphate, and hemoglobin, were measured from fasting blood samples. Urine protein/creatinine ratio (UPCR) was measured from the first morning voiding. These data were acquired within 1 month of the measurement of ABI.
Study Followup and Endpoints.
All participants received regular followup in our nephrology clinic. Serum creatinine levels were measured every 3 months to determine the decline in renal function. The composite renal outcome was defined as doubling of serum creatinine or commencement of renal replacement therapy (hemodialysis, peritoneal dialysis, or renal transplantation). Another study outcome was the occurrence of cardiovascular events, defined as mortality or hospitalization because of cerebrovascular events, myocardial infarction, congested heart failure, or peripheral vascular diseases.
Statistical Analysis.
All statistical analyses were performed using SPSS 16.0 for Windows (SPSS Inc., Chicago, Il, USA). Data were expressed as mean ± standard deviation or as a percentage. For analysis of the determinants of low ABI, a chi-square test was used for categorical variables, and an independent t-test was used for continuous variables. Multivariate forward logistic regression analysis was applied to identify the independent determinant factors of low ABI. To determine the influence of ABI on renal and cardiovascular outcome, we used the Kaplan-Meier analysis. Cox regression model was used to evaluate the effect of presumed risk factors on renal and cardiovascular outcome. Variables with a P value less than 0.1 in univariate Cox regression analysis were included in a multivariate Cox regression analysis.
Results
In this study, we enrolled 436 patients. The baseline characteristics of the study population are shown in Table 1 . The mean age was 73.4 ± 10.5 years, 36.9% of the patients had diabetes mellitus, and 87.4% of the patients were hypertensive. The prevalence of low ABI was 12.4%, and the mean GFR was 28.0 ± 13.0 ml/min/1.73 m 2 . Patients with ABI < 0.9 tended to be older and have a higher prevalence of diabetes and hypertension, higher systolic blood pressure and pulse pressure, lower serum albumin level, higher UPCR, and a higher prevalence of calcium channel blocker usage. Multivariate logistic regression analysis was performed to analyze the determinants of low ABI in our subjects. The results are listed in Table 2 . ABI < 0.9 was associated with old age (OR = 2.020, P = 0.001), low GFR (OR = 0.727, P = 0.017), diabetes mellitus (OR = 2.360, P = 0.006), and high pulse pressure (OR = 1.365, P = 0.002).
The median follow-up time of the study was 13 months. In low ABI group, two patients died (3.7%), where as six patients died in the ABI > 0.9 group (1.6%). Nine patients (16.7%) with ABI < 0.9 and sixteen patients (5.0%) with ABI ≥ 0.9 reached composite renal endpoint, and thirteen patients (24.1%) with ABI < 0.9 and twenty-three patients (6.0%) with ABI ≥ 0.9 developed cardiovascular events. Compared to those with ABI ≥ 0.9, the low ABI group had poorer composite renal outcome (P = 0.002) and higher incidence of cardiovascular events (P < 0.001), as revealed by the Kaplan-Meier analysis (Figure 1 ). In multivariate Cox regression analyses, low ABI was still an independent predictive risk factor of composite renal outcome (OR = 2.719, P = 0.015) ( Table 3 ) and cardiovascular events (OR = 3.260, P = 0.001) ( Table 4 ).
Discussion
ABI has been well recognized as a diagnostic index of PAOD [9] and a marker for atherosclerosis. It has also been shown to be a good prognostic tool to evaluate the risk of stroke, myocardial infarction, progression of renal failure, and cardiovascular death in normal populations [11] [12] [13] [14] . Similarly, ABI has also been shown to be a good marker for predicting cardiovascular mortality in CKD patients irrespective of whether they are receiving renal replacement therapy [15, 16] . However, its power to predict a decline in renal function in patients with CKD has not been well studied. Our analysis revealed that low ABI is associated with a rapid decline in renal function. In a multivariate Cox regression analysis, patients with lower ABI had a 2.72-fold higher risk for [13] . In this study, we found that ABI was an independent prognostic factor for the decline in renal function in patients with CKD, irrespective of the underlying cause of renal disease, such as diabetes or hypertension. Therefore, this finding suggests that systemic atherosclerosis may be implicated in a common pathogenic pathway in renal dysfunction. In addition to progressive renal failure, cardiovascular diseases are a major concern in patients with CKD. Several studies have implicated poor renal function as a factor in increasing cardiovascular events and mortality [5, 17, 18] . Among CKD patients, those with low ABI have a higher rate of cardiovascular events and mortality [15, 16, 19] . Our results are consistent with this observation. Twenty-four percent of patients with low ABI developed cardiovascular events during a mean follow-up period of 13 months. This translates into a 3.3-fold higher risk for developing cardiovascular events in patients with ABI < 0.9 than in patients with ABI ≥ 0.9. Aggressive treatment may be needed to prevent cardiovascular events in this high-risk group. The Scientific World Journal Although results from our study suggest that ABI is a good indicator of renal and cardiovascular outcomes in patients with CKD stage 3-5, our study population was selected from a single center, and hence may not be fully representative of the CKD population at large. Therefore, similar studies are required to confirm the predictive power of ABI in other populations. Furthermore, in our study, we defined cardiovascular events as either hospitalization or death due to cardiovascular disease. Since hospitalization may partly reflect disease severity and has been used as The Scientific World Journal a surrogate endpoint in several large clinical trials, we thought that this would be an adequate definition of cardiovascular endpoint. However, since hospital admission criteria for cardiovascular disease may differ from place to place, redefining a cardiovascular event as cardiovascular mortality may reduce the variability introduced by such differences. In our follow-up period, we observed very few cardiovascular mortalities. Therefore, extended followup studies are needed to determine whether defining a cardiovascular event as cardiovascular mortality might better define the association between ABI and cardiovascular events. Similarly, because of differences in age, gender, and baseline renal function in our study population, defining renal endpoint as a doubling of serum creatinine may not be as accurate as defining it as a decline in GFR. However, since all the enrolled subjects had a GFR less than 60 ml/min/1.73 m 2 , a decline in GFR of more than 4 ml/min/1.73 m 2 per year, which is the definition for rapid decline in renal function as in K/DOQI guideline [20] , was less indicative of disease severity than a doubling of serum creatinine level in the follow-up period. Thus, we believe that our definition of renal outcome is appropriate.
Conclusion
Our study shows that patients with stage 3-5 CKD who have a lower ABI have a rapid decline in renal function and a high incidence of cardiovascular events. Since ESRD and cardiovascular diseases are major risks in patients with CKD, we suggest that ABI, a noninvasive and convenient tool to diagnose PAOD and systemic atherosclerosis, be used in all these patients.
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